Two Worlds of Anaesthesia
The main differences between anaesthesia in the prosperous and less affluent countries are related to manpower, training, facilities, equipment and drug availability.
The total number of doctors relative to population dictates to a large extent whether anaesthesia is conducted solely by medically qualified practitioners or paramedical personnel. In part of Africa where there are not enough doctors, the World Federation of Societies of Anesthesiology (WFSA) promotes the view that anaesthesia should be conducted by doctors, although programs involving medical assistant anaesthetists are also supported because the overall aim is to improve anaesthesia throughout the world. In Tanzania, for instance, there are only six Tanzanians trained in anaesthesia because the doctor to population ratio is much less than 1: 1 0,000 and there is greater apparent need for general practitioners, public health workers and surgeons. Many anaesthesia positions are occupied by foreigners, mainly from the eastern block, while medical assistants with one year of training provide much of the service especially in outlying hospitals.
In the Pacific region the problem is that there are many small nations with relatively few doctors and very few trained anaesthetists. Often, as in other parts of the world, the anaesthetists become involved in administration and eventually are lost to the specialty.
The variation in training in anaesthesia was highlighted at the 9th World Congress in Washington where the desirable training time was discussed. Systems where several years are taken before reaching entry to higher professional training as in Britain or before admission to formal training in countries such as Denmark mean that many years of training precede full qualification. In Australia the minimum required time has increased from two to five years over the past twenty years. This relates to increased technology and complexity of anaesthesia, shorter working hours, a higher standard of examinations, and desirable manpower levels in anaesthesia being approached. In countries such as Brazil where a determination to have medically qualified anaesthetists necessitated the training of large numbers, only one year of training was required until recently. In contrast several other countries have established a three-year program as an eligibility criterion for their Board or Master of Medicine (Anaesthesia) examinations even though they may be short of anaesthetists.
So how can we help anaesthetists from less developed coutries? Both Australia and New Zealand have been trying to help in the Pacific Island region. Formerly many Pacific Island anaesthetists undertook a one-year program at Anaesthesia and Intensive Care, Vol. 17, No, 1, February, 1989 the Manila Training Centre for the Western Pacific sponsored by the University of the Philippines and the WFSA. This is now closing down and has taken few foreign graduates during the past few years. Some P·acific Island anaesthetists have trained or are receiving training in New Zealand but there has been little activity in this respect in Australia.
In many Pacific Islands there is such a lack of medical manpower that they can ill afford their people to be away for long. Those who come to Australasia are trained in conditions far more sophisticated than they are likely to have at home for some years to come so that although they receive a better basic training, it is not always relevant to their home environment and they may suffer some frustration on returning to it.
Several Pacific Island anaesthetists have had the opportunity of short visits to Australia or New Zealand. These help them to see what is going on and hopefully provides them with some stimulation. Each year the Portex Award brings one such person to the Australian Society of Anaesthetists Annual Meeting. This is a very generous and practical gesture.
Anaesthetists visiting, or better still, working in the islands, can contribute to further training and continuing education of Island anaesthetists. Recently Anthea Hatfield from Wellington and Michael Tronson from Melbourne ran a one-week course in Suva, Fiji, under the auspices of WFSA. This was attended also by several anaesthetists from other countries.
Visiting anaesthetists working in these countries can contribute a great deal especially if they can train others while they are there, but unfortunately the latter does not always happen.
In this issue, Anthea Hatfield, who has made many visits to the Islands, shares with us some of her experiences and puts forward many ideas which are worthy of consideration.
WFSA is promoting and partially funding programs in many parts of the world including the Pacific. It is also investigating the feasibility of setting up an Education Foundation which would allow the development of more far reaching programs.
Many less affiuent countries have little equipment because they cannot afford it. If it is donated there are often problems of not having people who can use or maintain it and spare parts may not be available. Consumable components are costly. One of the great differences between the affiuent and less welloff countries is in the availability of monitoring equipment.
In many countries simple devices such as a blood pressure cuff and a praecordial stethoscope might be all that is available. An ECG might even be impractical unless a backplate is used because disposable electrodes cost too much. The minimum standards for monitoring suggested in the United States and the guidelines being drawn up in Australia are unattainable in many countries.
The cost of drugs influences the type of anaesthesia used. A paper presented at the recent World Congress surveying anaesthetic drug costs in South American countries found that there were price differentials between 2.5 and 30 times the hospital price in North America. Often prices were highest in the poorest countries. In many countries ether and halothane are the basic agents. Muscle relaxants may often not be used because of cost. Intubation in these circumstances may be achieved under deep anaesthesia. It is a pity that such useful, cheap and widely used agents are being condemned because of rare toxicity. The more expensive newer agents are being heavily promoted but will be little used in poor countries because of cost. Local anaesthesia is often a good alternative to general anaesthesia but if local anaesthetic agents are not readily available this option is lost. The benefit to patients of longer-acting local anaesthetics such as bupivacaine are denied in many of these countries because of their high price.
Australians are very fortunate in the availability of equipment and drugs, and in having a very good training system. Many Australian anaesthetists have helped by teaching, examining, or accompanying surgical teams to the Pacific Islands and South-East Asia. Some have gone to work for longer periods in less affiuent countries at great financial detriment due to a low level of financial renumeration. The ASA has an Overseas Aid Sub-Committee which is trying to help by supplying teaching material and reconditioned equipment to needy areas as well as supporting some of those going to work in the Islands. Currently $1.00 per member per annum goes to the Overseas Aid Fund. Should this be raised to enable us to do more?
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